Background. Native Hawaiians (NH) and Other Pacific Islanders (OPI) bear an excess burden of diabetes health disparities. Translation of empirically tested interventions such as the Diabetes Prevention Program Lifestyle Inter vention (DPPLI) offers the potential for reversing these trends. Yet, little is known about how best to translate effi cacious interventions into public health practice, particularly among racial/ethnic minority populations. Community based participatory research (CBPR) is an approach that engages the community in the research process and has recently been proposed as a means to improve the translation of research into community practice.
The Diabetes Prevention Program (DPP) was the first clinical trial in the United States to demonstrate that modest weight loss (5% to 7% of weight) in a lifestyle program could prevent or postpone the onset of type 2 diabetes mellitus. 7, 8 The DPP Lifestyle Intervention (DPPLI) curriculum is one of the few clinical trial interventions that have been translated into a number of diverse settings. [9] [10] [11] [12] [13] [14] [15] [16] Although the DPP clini cal trial included 45% racial/ethnic minority individuals and was found to be efficacious across all racial/ethnic groups, no results were reported for NHOPIs, disaggregated from Asian participants. 7 Thus, the process of how best to translate the DPPLI from clinical trial (efficacy study) into public health practice, especially among highrisk minority populations, remains a topic of considerable interest to the research com munity, the lay public community, public health advocates, and policy makers. [17] [18] [19] [20] [21] Few studies have evaluated the use of CBPR approaches to facilitate the translation of empirically tested programs from clinical trial to community practice. The model of the CBPR approach utilized in this pilot project fully embraced the concept and practice of CBPR by involving the community partners in all aspects of the research process from concep tualizing the research question, to conducting the study, to collecting and interpreting the data and to publishing and presenting the results. [22] [23] [24] [25] In this paper, we describe the pro cess undertaken by community and academic researchers of the PILI (Partnerships for Improving Lifestyle Interventions)
'Ohana Project to use CBPR approaches to culturally adapt the DPPLI and conduct a pilot study to examine the effective ness of the modified DPPLI, called the PILI 'Ohana Lifestyle Intervention, in NHOPIs communities. The purpose of this paper is to (1) describe the CBPR process used to culturally adapt the DPPLI for NHOPIs and (2) present results of a pilot study examining the feasibility and effectiveness of the POLI to promote weight loss in NHOPIs.
Methods our CBPR Partners and Process
The community partnering organizations represented three types of communitybased organizations: (1) The CBPR process that was implemented in this study involved five community partners who had worked collab oratively with the academic organization for several years but, never previously partnered with an academic entity to conduct research using a fully engaged CBPR process. 26 Briefly, a key feature of the CBPR process used in this study was the establish ment of a coequal partnership of community investigators (CIs) and Academic Investigators (AIs) involved from the inception of the study to integrate the best combination of community wisdom and scientific knowledge. 26 Challenges to maintaining scientific rigor while engaging NHOPI communi ties were balanced with the opportunities to build capacity for research in these communities and to capitalize on each other's strengths and assets.
Cultural Adaptation of the dPP-LI Program for NhoPI Communities
Three sequential research activities were completed to inform the modification of the DPPLI for use in NHOPI com munities: (1) focus groups and informant interviews; (2) Selfreported medical history (high blood pressure, arthritis, diabetes, heart problem, kidney problem, and eating disorder) was recorded on the eligibility screening form and validated against medical charts for a random sample of participants.
Participants with preexisting or newly diagnosed comorbid conditions were referred to their primary care provider for medical followup as needed.
Physical functioning was assessed using the 6Minute
Walk Test, which measures the distance a person is able to walk in 6 minutes. 32 At each community site, participants were asked to perform the 6Minute Walk Test using a fixed lap distance of either 60 or 100 feet. Participants were asked to walk as briskly as possible (without running) for the allot ted period of 6 minutes and told that s/he could pause to rest if needed but to resume walking as soon as they were able. The brief Physical Activity Questionnaire, a previously validated threeitem selfreport questionnaire, was used to assess the frequency and change in moderate and vigorous physical activity during the past month. 33 Frequency for moderate and vigorous activities are rated on a scale from 1 (>4 times per week; more active) to 4 (rarely or never; less active). Eating behavior was assessed using an eighteenitem modified version of the Eating Habit Questionnaire (EHQ).
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The Eating Habit Questionnaire assesses the frequency and types of foods a participant consumed in the past month and is scored according to a 4point Likert scale ranging from 1 (always) to 4 (never). 
statistical Analysis
All data collected were entered into a database by CIs at each site and transferred to the AIs as a deidentified file into SAS (version 9.1; SAS, Inc., Cary, NC) where data cleaning were assessed for statistical significance using paired ttests.
Normal theory 95% confidence intervals also were computed for parameter estimates.
This study was approved by the Committee on Human
Studies at the University of Hawai'i and the Native Hawaiian Health Care Systems Institutional Review Board. All partici pants gave signed informed consent before enrollment.
ResuLts

Focus Groups and Informant Interviews:
A total of fifteen focus groups were completed that included 112 NHOPIs comprised of NHs (44%), Chuukese, (17%), Filipinos (15%), Samoans (14%), and other PIs (10%). Guided by the new conceptual model of weight loss derived from the focus groups and informant interviews, the ISC decided on a delivery model using community-peer edu cators in small groups of six to twelve individuals located in a community setting as the most feasible mode of delivery. 37, 38 As suggested by Gilliland and coworkers s, the success of any program adaptation is dependent on similarities between cul tural perspective and community needs. The original DPPLI curriculum underwent significant modifications to ensure that the materials were both culturally and linguistically appropri ate for the NHOPI communities and delivered in a manner that would maximize participation.
Finally, based on the ISC discussions of the qualitative data, a consensus of CIs identified the following additional topic areas across all five community sites: (1) economics of eating healthy and (2) communicating more effectively with your doctor.
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The lower socioeconomic status of the communities involved and the idea that NHOPIs' find it difficult to discuss personal matters with their doctor in a brief timerestricted medical visit were the reasons for including the additional lessons.
The final modified curriculum product was then graphi cally enhanced to depict the ethnic diversity of the communi ties in a culturally acceptable format and design (Table 1) . 
Pilot study Results of the PILI 'ohana Lifestyle Intervention
A total of 468 NHs/OPIs were screened for the POLI study, of which 372 (79% of the 468) were found eligible and 239 (64% of the 372) participants were enrolled. (Table 1) The mean age of participants was 49 years (SD = 14) and the majority of participants were women (83%) and selfidentified as either Native Hawaiian (52%) or Chuukese (27%). Half of all participants (51%) had at least some college or technical training and 52% were currently married. The most frequently selfreported medical condition was high blood pressure (38%)
followed by diabetes (26%), with 14% (n = 33) of participants reporting a history of both. The main outcome of the intervention, mean weight loss was modest (−1.5 kg) compared with other studies in the lit erature. 9, 11, 14, 16, 44 However, few studies have used fully engaged CBPR approaches to translate the DPPLI or were conducted in community settings with highrisk populations, such as
NHOPIs. Thus, our study adds to the existing literature of approaches to translating research into minority communities through the use of CBPR approaches as a viable option.
In particular, CBPR approaches offer the added benefit of building capacity within these difficult to reach communities for future translational studies. 25 Forming partnerships that provide direct benefits to racial/ethnic minority populations, such as NHOPIs, also addresses another public health impera tive the elimination of health and health care disparities. 46 Thus, our preliminary results suggests that CBPR may be a promising way of both reducing the development of health disparities but also offers the promise of assisting communities to confront health disparities by becoming actively involved in research. 22, 45 Broad interpretation of our findings, however, must remain cautious. Our study was limited by the types of communities who were involved in this study (NHOPI, Micronesian, etc.), which may not be generalizable to other atrisk populations. Also the design of our study (nonrandom ized, pre-post design) does not allow for comparison with a control group. 18, 20, 46, 47 However, the efficacy of the original DPPLI is already established. 8 Moreover, the model of CBPR involvement that was used in this study may not be comparable to all forms of CBPR used in other settings and thus may not be generalizable to other community populations or settings.
Finally, the enrolled population was not uniformly prediabetic individuals, as was the case in the DPP study; thus, the effect size of the intervention may not be applicable across a more diverse population. Nonetheless, these preliminary results suggest that CBPR approaches of this type may be a promis ing option to conducting scientifically rigorous translational research in highrisk minority populations. Furthermore, our preliminary study suggests that, by engaging communities, we may also be addressing a more urgent public health mandate, the elimination of health disparities and promoting health equity for all. 
